Severe physical punishment and mental health problems in an economically disadvantaged population of children and adolescents Punição física grave e problemas de saúde mental em população de crianças e adolescentes economicamente desfavorecida A b s t r a c t Objective: To estimate the prevalence of severe physical punishment of children/adolescents in a low-income community, and to examine child mental health problems as a potential correlate. Method: This study is a Brazilian cross-sectional pilot study of the World Studies of Abuse in Family Environments. A probabilistic sample of clusters including all eligible households (women aged 15-49 years, son/daughter < 18 years) was evaluated. One mother-child pair was randomly selected per household (n = 89; attrition = 11%). Outcome (severe physical punishment of children/adolescents by mother/father) was defined as shaking (if age ≤ 2 years), kicking, choking, smothering, burning/scalding/branding, beating, or threatening with weapon.
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I n t r o d u c t i o n
Evidence of intrafamilial violence has been noted throughout history in different countries and cultures.
1 In 2001, the Pan American Health Organization team on violence and injury prevention 2 completed a literature review on child abuse in Latin America and the Caribbean. Corporal punishment appeared to be more prominent in Latin America while sexual abuse/exploitation was one of the most common types of child abuse in the Caribbean. However, most of the studies examined had questionable validity, since samples were not representative of the whole population. According to the authors, there is a lack of data on child abuse and maltreatment in Latin America and the Caribbean, leaving the magnitude of the problem not clearly known. Difficulties in establishing an epidemiological surveillance system in the region limit not only the understanding of the child abuse situation, but also the implementation of prevention programs to stop it.
In Brazil, population-based studies estimating the magnitude and characteristics of intrafamilial violence against children and adolescents are scarce. Because surveys are usually based on samples of schoolchildren, students who are out of school and may suffer harsh physical punishment are not included in these studies. In the municipality of São Gonçalo, Rio de Janeiro, southeastern Brazil, an epidemiological survey was carried out with 1,685 adolescents chosen at random from public and private schools, revealing that 14.6% of the students had been severely physically abused by the father or the mother. 3 Severe abuse included kicking, hitting with fist, biting, beating and using or threatening to use a knife or gun. In the city of Curitiba, Paraná, southern Brazil, a high frequency of corporal punishment by family members was noted among a sample of fourth, fifth, seventh and eighth graders (n = 472) from three schools serving populations of high, middle, and low socioeconomic background, respectively. 4 Students reported being slapped (48.5%), hit with a belt (43.0%), and hit with a stick (13.5%). In a cross-sectional study 5 with a stratified probabilistic sample of first-to third-graders (n = 454) from public and private schools in the city of Taubaté, São Paulo, southeastern Brazil, parents/caretakers reported lower rates of slapping (36.1%), hitting with a belt (8.8%), and hitting with a stick (2.4%).
As in other countries, many of the Brazilian children who are victims of violence in the family environment are seen in health care services. A study 6 conducted at the Universidade Estadual de Campinas (São Paulo State) with parents/guardians of a random sample of 130 outpatients under 14 years of age showed a prevalence rate of child physical abuse of 10.8%. The authors used different definitions of abuse according to child age. For patients under one year of age, any type of physical aggression by parents/guardians was considered abuse, while body marks were required for patients aged one year and above. However, prevalence may be underestimated due to parental tendency to underreport physical aggression against babies, and the impossibility of identifying less severe forms of abuse in the older group. In addition to underreporting, domestic violence against children is rarely actively searched during medical consultations. A study 7 conducted at the Universidade Estadual do Rio de Janeiro, southeastern Brazil, analyzed the frequency of cases actively identified in a pediatric outpatient service as compared to the percentage of patients spontaneously registered by pediatricians and referred to the Social Work Department due to physical aggression. Information on domestic violence was gathered from 70% of first-appointment clientele aged 1-12 years during three consecutive months (n = 245). Using the Conflict Tactics Scales: Parent-Child Version, 46.0% of "minor " physical aggression and 9.9% of severe cases were reported. However, in a total of 1,241 pediatric appointments occurred during 12 consecutive months only 14 patients were referred to the Social Work Department due to physical aggression, representing an estimated prevalence rate of 1.1%. This study demonstrated the missed opportunities for detection and calls attention to the need of reviewing the approach to domestic violence by health services.
At the end of the eighties, case notification became mandatory in Brazil, and according to the Child and Adolescent Statute, every municipality was required to have a Council of Guardianship, a community council devoted to the protection of children's rights.
8 Studies 9-16 conducted with the clientele of special services from different Brazilian cities and states showed that: children of both genders were affected by domestic violence; age of victimized children varied from a few days to 18 years; parental involvement in child maltreatment represented the majority of all confirmed cases; and physical aggression was the most frequent type of abuse.
Several factors can make the child more vulnerable to physical aggression within the family environment, including individual factors (gender, age), family-related factors (mental health problems, history of corporal punishment in childhood, marital violence), and sociocultural factors (poverty and unequal income distribution, cultural norms and values, social support).
1 In addition, maltreatment may lead to both short and long-term negative consequences to the child. It includes impact on general health (fractures, lacerations, cerebral lesions) and mental health problems (anxiety, depression, social isolation, suicide, substance abuse, conduct problems, delinquency).
1, [17] [18] Other consequences of physical violence against children include delays in cognitive development, intellectual deficit, and school failure, in addition to violence and criminality in adolescence and adulthood.
1, 18 In a study 19 conducted in a private and in a public school of the city of Porto Alegre, southern Brazil, adolescents involved in physical aggression against pupils or school personnel (n = 36) were compared to non-aggressive peers (n = 40). Aggressive behavior in school was associated with severe physical punishment at home (being beaten or hit with an object such as a stick, broom, cane, or belt) (p < 0.01). Victims of physical abuse were more likely to be older males of low family income. The present pilot study is part of the World Studies of Abuse in Family Environments (WorldSAFE), 20 a multi-country effort to determine the extent and nature of intrafamilial violence in different cultures. A study of a representative sample of the general population that would indicate the frequency of different forms of physical aggression towards children and adolescents in the family environment and correlates has not been accomplished yet in Brazil. It is clear that a community-based study is needed in order to arrive to a better estimation of the problem of intrafamilial physical violence against children in Brazil, identifying potential associated factors involved in the process. Based on this data, the planning of interventions and preventive programs, which should be both effective and culturally sound to the Brazilian reality, can be accomplished.
Therefore, the objectives of this pilot study were: 1) to estimate the prevalence of severe physical punishment of children and adolescents in an urban poor community in southeastern Brazil; 2) to identify child, mother, and mother's husband/partner factors associated with severe physical punishment of children; and 3) to identify best associative models of the study outcome for the age groups 0-17 years and 4-17 years.
Method
A cross-sectional pilot study was conducted in a low-income neighborhood from Embu, a city with 238,891 inhabitants located at the boundaries of the city of São Paulo, capital of the state of São Paulo, southeastern Brazil. More than one third (38.1%) of the total population is under 20 years of age.
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Sample
The Brazilian Institute of Geography and Statistics randomly selected four clusters (geographic areas of maximum internal homogeneity and similar size) based on census units. All households in the selected clusters were visited, and the initial sample included all eligible households from clusters one and two (n = 97). Clusters three and four were sources of replacement in case of sample loss (refusal, mobility and more than three absences in pre-schedulled interviews) according to a consecutive list of eligible households. Each household lost from the initial sample could be replaced once. Eligibility criteria required mothers aged 15 to 49 years with at least one child under age 18 years residing in the household. If there was more than one mother per household or more than one child per mother, only one mother and one of her children were randomly selected in each household. The final sample size included 89 mother-child pairs (attrition rate of 11%).
Measurement
The study outcome consisted of child/adolescent experience of severe physical punishment by mother or her husband/ partner in the past 12 months, defined as the presence of one or more of the following behaviors: shaking (if age ≤ 2 years); kicking; choking by putting hand or something else around neck; smothering with hand/pillow; burning/scalding/branding; beating (hitting over and over again with object or fist); and threatening with a knife or gun. This definition was based on a consensus among WorldSAFE steering committee members, including behaviors considered severe in Brazil, Chile, Egypt, India, Philippines and USA.
Potential risk factors were examined in three domains: child, mother, and mother's husband/partner. In the child domain, four variables were considered: age, gender, chronic health problems (such as asthma or tuberculosis), and mental health problems. Regarding the mother, six variables were examined: education (never went to school or did not complete second grade vs. completing at least second grade), unemployment (not working for pay at the moment of the interview), physical health problems (poor/bad health in the mother's opinion), mental health problems (score greater than seven at the Self-Report Questionnaire), childhood experience of harsh physical punishment (in the mother's opinion), and being victim of lifetime severe physical marital violence (kicking, hitting, beating or use of/threaten to use a weapon by a residing husband/partner). Considering the husband/partner domain, two potential risk factors were included based on the mother report: unemployment, and getting drunk at least once in the last 12 months.
Instruments
The WorldSAFE Core Questionnaire on Domestic Violence is a standardized instrument that investigates intrafamilial violence and associated factors (original questionnaire in English developed by the WorldSAFE steering committee and copyrighted in 1998). Section B includes 33 items representing different child-rearing behaviors from mother and/or her husband partner in the past 12 months. Items were partially derived from the Parent-Child Conflict Tactics Scales 22 with permission of authors, and also included parental behaviors usually noted in developing countries according to the clinical practice and previous WorldSAFE qualitative information (not published). The Core Questionnaire was translated into Portuguese, back translated and field tested before being applied in the pilot study (Brazilian version developed by Bordin IA and Paula CS in 1999).
The Child Behavior Checklist -CBCL 4-18 23 is a standardized parent-report questionnaire with 118 behavior problems that provides a total behavior problem scale T-score to classify children and adolescents in three categories: clinical, borderline, and non-clinical. In the present study, children with mental health problems were those with total behavior problem T-scores in the clinical range (above the 90th percentile according to the American normative sample). Data on content and construct validity, and test-retest and interinterviewer reliability revealed adequate psychometric properties of the original CBCL 4-18.
23 Initial findings from a validity study showed high sensitivity of the Brazilian version of the instrument, when applied to mothers of low educational level by a trained lay interviewer. In a random sample of pediatric patients aged 4 to 12 years (n = 49), 80.4% of children with one or more psychiatric diagnosis based on ICD-10 were positive for behavior problems according to CBCL (total behavior problem T-score ≥ 60). 24 High sensitivity of CBCL 4-18 was also shown in a consecutive sample of children and adolescents (n = 78) scheduled for first appointment at the mental health outpatient clinic of the Universidade Federal do Rio de Janeiro. When comparing CBCL and K-SADS-PL results, the author noted that 82.8% of children with one or more psychiatric disorders obtained a T-score higher than 63 in the total behavior problem scale of CBCL.
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The Self-Report Questionnaire (SRQ-20) is a screening instrument with 20 items to identify psychiatric disturbance in community settings and primary care settings, especially in developing countries. 26 The present version was designed to cover non-psychotic disorders and detects probable cases of depression, anxiety-related disorders and somatization disorders. It covers mental disorders commonly encountered in community and primary care settings, and was applied in the present study to identify mental health problems in mothers or guardians. The Brazilian version of the SRQ-20 has good validity and high reliability. 27 In Brazil, subjects with a SRQ-20 score higher than seven are considered cases since the SRQ-20 presented high sensibility (83%) and specificity (80%) when using the cut-off 7/8.
26,28
After obtaining a free written informed consent, instruments were individually administered to mothers by trained female interviewers at the community health center, aiming privacy and safety to mothers and interviewers.
The Research Ethics Committee of the Universidade Federal de São Paulo approved the present study. In Brazil, case notification is mandatory except when anonymous questionnaires are applied in population-based studies. In our research, all suspected cases of intrafamilial v i o l e n c e a n d / o r m e n t a l d i s o r d e r w e r e r e f e r r e d t o specialized services.
Statistical analysis
Statistical analysis was performed using the Statistical Package for Social Sciences® (SPSS) version 10.0. Child, mother and mother's husband/partner domains were individually examined using logistic regression models. For each domain, non-collinear risk factors were forced to enter the model and variables that reached statistical level of significance p < 0.20 were selected to enter final logistic regression models. The first final model involved variables with data available to the entire sample (child/ adolescent mental health problems excluded due to the restriction of CBCL data to children older than three years). The second final model involved variables with data available to the sub-sample aged 4-17 years (child/adolescent mental health problems included). The backward method was used to obtain reduced logistic regression models including only significant variables (p < 0.05).
R e s u l t s
The final sample included 37 (41.6%) girls and 52 (58.4%) boys. Sixty (67.4%) were children (0-10 years) and 29 (32.6%) were adolescents (11-17 years) (mean age 8 ± 5 years). The great majority of informants (98.9%) were biological mothers, and 13.5% of children were living in single-mother homes. When the mother had a husband/partner residing in the household in the past 12 months, he was the child's biological father in 89.6% of cases. A residing grandparent was present in 16.7% of single-mother homes, compared to 7.2% in households were the mother had a residing husband/partner. Socioeconomic indicators revealed the sample's low living standards: 46.1% of mothers had never gone to school or did not complete second grade, neither the mother nor the father were working for pay in 13.4% of households, 68.5% of homes had no telephone, and 5.6% of homes had no toilets or a toilet outside the dwelling.
Different forms of physical punishment were used as childrearing methods in the studied community. It is noteworthy the high prevalence of severe physical punishment (10.1%), and non-severe physical punishment (75.3%) - Table 1 . Table 2 summarizes the frequency of potential risk factors for child severe physical punishment considering three domains (child, mother, mother's husband/partner). High rates of maternal low education and unemployment among mothers and fathers indicate the low socioeconomic status of most families involved in the study. Ver y high rates of mental health problems in children and mothers were also noted. Mother's childhood experience of harsh physical punishment, mother's exposure to lifetime severe physical marital violence, and excessive alcohol use by husbands/partners were risk factors frequently present.
Results from reduced logistic regression models show that in the child domain, age and mental health problems reached statistical significance of p < 0.20 and were selected to ENTER final logistic models. In the mother domain, unemployment and exposure to harsh physical punishment in childhood were also selected to enter final models. No variable was selected from the husband/partner domain (Table 3 ).
Selected variables from child and mother domains were forced to enter final logistic models. When examining all children (n = 89), only mother childhood experience of harsh physical punishment was associated with the study outcome in the final model. When considering the sub-sample of children aged 4-17 years (n = 67), only child behavior problems remained in the final model (Table 4) .
Discussion
In Brazil, the present study represents the first initiative of quantitatively examining potential correlates of child severe physical punishment in the family environment in a probabilistic household sample. However, limitations of the study must be recognized such as the small sample size that reduces its statistical power to identify significant correlates, and the crosssectional design that cannot establish sequence in time between significant associated factors and the study's outcome of interest. In addition, it is important to note that the cut-off point used in this study to determine clinical and borderline ranges of CBCL T-scores was established according to American normative data since there is no Brazilian normative data available. Nevertheless, this potential problem is minimized by the adequate sensibility of the instrument when compared to the "gold standard" psychiatric diagnosis based on ICD-10 and DSM-IV criteria. Finally, maternal experience of harsh physical punishment in childhood was registered based on the mother's perception of victimization in childhood, which may sound vague. Because a pre-established list of specific forms of physical aggression would not include all possibilities of physical violence suffered, WorldSAFE experts preferred to leave it as a "yes-or-no" question type. However, when improving the instrument to be used in the full study, an open question was added asking mothers to describe the most severe form of harsh physical punishment suffered in childhood to identify misunderstandings (e.g. non-physical forms of violence or non-severe physical aggression).
Within the studied community, characterized by poverty and high rates of homicide among teenagers and young adults, severe physical punishment of children by mother or mother's husband/partner was a frequent event. The low socioeconomic status (SES) of the great majority of our sample may in part explain the high rates of child severe physical punishment since SES is commonly cited as a risk factor for the perpetration of child physical abuse.
1, 29 Wolfner & Gelles investigated mild and severe physical violence against children in families with at least one child under the age of 18 years (n = 3,232). 30 The mild violence index included items such as: pushing, grabbing, slapping, or spanking. The severe violence index included items such as: kicking, hitting, beating up, among others. The authors noted that family income was associated with the perpetration of severe violence, but was not associated with perpetration of mild physical aggression. Large studies involving American nationally representative samples examined the effect of SES on perpetration of child physical abuse. Straus found that parents reporting minor abuse (n = 268) had lower SES factor scores (parental education, occupational prestige and family income) than parents that did not report it (n = 2,074; r = -0.11).
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However, data from the Epidemiological Catchment Area (ECA) study 32 did not reveal any association between SES and severe physical abuse. In the ECA study, 7,103 parents were asked about serious physical abuse of children resulting in bruises, bed days or medical care, and only 0.9% of them gave positive answers. However, parents may have hidden abusive behaviors afraid of reports to local authorities.
In our study, child mental health problems remained associated with severe physical punishment of children in the family environment after controlling for the presence of different potential correlates. In fact, the literature shows that abused children exhibit more behavior problems compared to non-abused children. Five studies [33] [34] [35] [36] [37] investigated total behavioral problems in abused children by administering an older version of the Child Behavior Checklist 38 to abusive parents. Overall, abusive parents rated their children as having more internalizing (r = 0.34-0.60) and externalizing problems (r = 0.55-0.74) than nonabused community children. However, it must be taken into consideration that not only the child's aggressive behavior may stimulate parental use of more strict educational methods, but also parental inadequate behaviors may influence the development of child mental health problems. Therefore, child behavior problems may be cause or consequence of physical abuse, deserving more attention of future longitudinal studies.
More recent Brazilian studies have shown statistically significant associations between intrafamilial physical violence and child mental health problems. In a cross-sectional survey 29 three contrasting neighborhoods were selected from a single district in southeastern Brazil: a shantytown, a stable urban community, and a rural village. Parent, teacher, and self-report versions of the Strengths and Difficulties Questionnaire identified schoolchildren (n = 898, 7-14 years) with probable psychiatric disorders. Pover ty, maternal mental health problems, marital violence and child exposure to harsh discipline by parents/caretakers were all strongly associated with higher rates of probable psychiatric disorders. In a crosssectional study 5 conducted with a stratified probabilistic sample of first to third-graders from public and private schools in southeastern Brazil (n = 454, 7-11 years), the act of hitting the child with a belt was associated to conduct problems and to overall mental health problems among schoolchildren in the presence of other risk factors (child male gender, parents/ caretakers with mental health problems, and adverse socioeconomic conditions).
In the present study, maternal childhood experience of harsh physical punishment also remained associated with child severe physical punishment in the presence of other potential correlates. Our findings are in accordance to the results from American national representative studies that suggest that being physically punished by either parent in childhood is associated with increased risk for perpetrating child physical abuse.
39-40
In a population-based sample including 1,966 mothers and 1,267 fathers, Straus & Smith noted that parents who were physically punished by their father and/or mother had higher rates of perpetrating child physical abuse than did parents who had not been physically punished by their own parents.
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When evaluating 3,363 families with at least one child living in the household, Ross found that the odds that a mother will physically abuse her child was 2.6 times higher for mothers who had received corporal punishment as teenagers than for mothers who had not. Similar data were obtained for fathers (OR = 1.8).
40
Conclusions
Severe physical punishment of children and adolescents by mother and/or mother's husband or partner is frequent in the studied community. Child mental health problems and mother childhood experience of harsh physical punishment are both correlates of severe physical violence against children and adolescents in the family environment. Therefore, when intrafamilial violence occurs, child/adolescent mental health may be compromised. Despite the impossibility of establishing sequence in time when examining child mental health problems and maltreatment in a cross-sectional study, child mental health status must be addressed when dealing with intrafamilial violence. In addition, another impact of suffering physical abuse in childhood to be considered is the increased risk of victims becoming perpetrators in the next generation. Study results indicate the urgent need of larger populationbased studies to identify factors associated with intrafamilial violence against children and adolescents in different regions of Brazil. It could help the development of intervention models sensitive to local community characteristics.
This pilot study confirmed the feasibility of sampling strategies and procedures adopted for data collection, authorizing the authors to conduct the full study in a similar neighborhood of the same municipality. The pilot phase experience resulted in the improvement of the study's instrument. Site-specific items were added to the Brazilian version of the WorldSAFE Core Questionnaire in order to obtain more detailed information on selected topics of interest. 
